Miss L. at. So years, seen in consultation with Dr. Holloway, gave the following history. For some years she had suffered from cough and wheeziness, particularly during the winter months. During the last two winters the condition had become more marked and even during the last summer the symptoms had persisted. During the last six weeks the symptoms had become more severe and short attacks of choking and intense dyspncea had appeared. For the last fourteen days these attacks had increased so greatly in severity that during them she became black in the face and partially lost consciousness. In the intervals between the attacks the dyspnoea was severe and distressing and a marked inspiratory and expiratory stridor had appeared. Sleep had become impossible owing to intense dyspncea and the spasmodic attacks. The pulse had risen steadily up to I20, while the patient's general condition had steadily deteriorated. There was nothing relevant in the family or past histories.
Miss L. at. So years, seen in consultation with Dr. Holloway, gave the following history. For some years she had suffered from cough and wheeziness, particularly during the winter months. During the last two winters the condition had become more marked and even during the last summer the symptoms had persisted. During the last six weeks the symptoms had become more severe and short attacks of choking and intense dyspncea had appeared. For the last fourteen days these attacks had increased so greatly in severity that during them she became black in the face and partially lost consciousness. In the intervals between the attacks the dyspnoea was severe and distressing and a marked inspiratory and expiratory stridor had appeared. On arrival in hospital the chest was X-rayed and the skiagram (Fig. I) showed no evidence of malignant mediastinal tumour or aneurysm, but marked emphysema of both lungs. The small shadow just below the sternal notch was considered to be consistent with the diagnosis of substernal goitre.
Under very light local anaesthesia of the larynx I passed the bronchoscope with the patient in the orthopnceic position, because she could tolerate no other position. On inspection through the bronchoscope a swelling was seen to be pushing into the trachea from the left wall and almost completely occluding the trachea. The swelling was firm but not hard, a catheter was passed down the bronchoscope and past the swelling, and the patient's breathing at once became easier. The bronchoscope was then withdrawn over the catheter and oxygen was administered through the catheter with marked improvement in the patient's condition. Fig. 2 shows the state of matters on X-ray examination just before dismissal, when the small shadow below the sternal notch was no longer visible.
